By E. HASTINGS TWEEDY, F.R.C.P.I.
THE changes recently introduced into operative obstetrics have become sufficiently well established to enable us now to lay down definite rules for precise treatment in any given case of contracted pelvis. In order to do this an accurate knowledge of the pelvic measurements is necessary. Such knowledge can be obtained by the use of Skutsch's pelvimeter, and in no other way, so far as I know. It is certain that a knowledge of the length of the diagonal conjugate by no means gives us an accurate indication of the length of the true conjugate. From a theoretical standpoint there is nothing that can be said in favour of such a method, and to those who have made themselves practically efficient in the use of Skutsch's pelvimeter, the hopelessness .of trying to deduce any accurate data from an estimation of the diagonal conjugate is only too well known.
Like all other arts, pelvimetry has to be learned. The proper use of Skutsch's pelvimeter necessitates considerable practice. In the hands of an expert its records are accurate to within I in. Practically this is sufficient for the adoption of a correct line of treatment. Theoretically the finding of the pelvic measurements will furnish us with only half the required data, for the size of the foetal head will still be unknown; but practically this unknown quantity may be disregarded. It is found that the children born at full term of mothers with contracted pelves are up to, or even beyond, the average weight. In my last sixty-one cases of contracted pelvis with a true conjugate of 32 in. or under the children averaged 71 lb. weight. The size of the children may be accounted for by the fact that the presenting part is unable to sink into the pelvis; therefore the cervical ganglia are not pressed on and escape the stimulation capable of starting the processes of labour at term, consequently these women do not fall into labour until after full term. Whether this be the true explanation or not, the fact remains that it is unsafe to assume that a full-sized foetus is not carried by the deformed woman.
There is a generally accepted belief that the relative proportion of head and pelvis can be ascertained by Muller's manoeuvre-i.e., pressing the head into the pelvis under deep anesthesia. As a matter of fact, this plan often ends in disappointment, for, unless the head lies in flexion, the method fails in its purpose. It will also fail if the foetus lies in the third or fourth position, and in obese women it becomes a matter of considerable difficulty to carry out the manceuvre. At best it is but an adjunct to treatment based on pelvic nmeasurements; by itself it is far inferior to the latter.
It is convenient to classify pelvic contractions into five degrees, the first four of which are separated from each other by -1 in. measurements in the conjugate diameter, whilst the fifth comprises all pelves with a true conjugate measuring less than 2,1in. This classification is based on the assumption that a simple flattened pelvis has been mneasured. The treatment for generally contracted pelvis of a certain degree is that of a, simply flattened pelvis with a true conjugate I in. shorter. When the degree of deformity is known, treatment becomes simple and certain.
Contractions of the first, and even of the second, degree are seldom diagnosed with certainty unless complications arise suggesting the advisability of taking the pelvic measurements. They may lead to abnormalities of presentation, prolapse of the cord, premature rupture of the membranes and prolonged first and second stages. In the absence of such complications, and even in spite of some of them, a woman may be expected to deliver herself safely if given ample timue for the several processes, and provided the child is not abnormally large. In such cases trouble usually arises from meddlesome interference, attempts to deliver when the rim of the os is still felt or the head not fixed in the brim by its largest diameter. The employment of Walcher's position to assist fixation of the head in the brim, and the application of forceps when the head has properly fixed, are both aids that may hasten successful delivery. It is only in the event of danger to mother or child arising that operations for enlarging the pelvic brim need be considered.
Induction of premature labour is never required, nor is prophylactic turning justifiable when employed as a measure to aid delivery.
The question of treatment becomes much more difficult in the third degree of contraction with a conjugate measuring between 34 in. and 2; in. With such measurements normal delivery is neither to be looked for nor expected. If the patient is healthy and in suitable surroundings, and is seen just before labour starts or early in the first stage, the classical Caesarean section offers a satisfactory means of delivery. When performed under favourable circumstances it is almost a perfect operation. If the woman is long in labour, with the membranes ruptured, symphysiotoiily or pubiotomy should be preferred, whilst perforation is the obvious resort if the child is dead.
In the fourth degree, a pelvis with a true conjugate between 2j in. and 2i in., the contraction is too great for pubiotomy or symphysiotomy.
If the child is alive, Caesarean section, intraor extra-peritoneal, offers the only means for rational delivery. If the child is dead, perforation with cephalotripsy and cleidotomy can be relied upon for delivery. When the true conjugate measures less than 24 in. abdominal section is the only inethod of delivery to be considered. Mutilating operations in these cases are very difficult and highly dangerous, therefore not to be recommended. I have had an opportunity of repeating Caesarean section on three of our patients. In all these there was no visible stretching of the abdominal scar; there were no adhesions between the intestines and uterus or between the uterus and abdominal wall. The fine silk (No. 3), which was used exclusively to close both the uterus and abdominal fascia, had been completely absorbed, although in one case only eleven months had elapsed since the previous operation. Still more satisfactory is the fact that the uterine scars could not be seen and were felt with difficulty. In spite of these successes I have only felt justified in performing classical Caesarean section thirteen times during the last six years. Many of my cases were not seen sufficiently early, or else had conditions present which contra-indicated the operation. That this is the experience of others whose skill in the performance of the operation places them beyond criticism is evidenced by the opinions expressed at the recent meeting of the British Medical Association. It was there declared that craniotomy on the living child was justifiable, and to be recommended if conditions did not seem favourable to the success of Caesarean section. Personally I do not subscribe to such an opinion, and have never found it necessary to perforate a living child. I have to record one fatality in these thirteen operations, the woman collapsed whilst under anasthesia, immediately after the removal of a very adherent placenta. The operation was attended with singularly little haemorrhage, and death was attributed to shock-a condition not uncommonly seen in association with adherent placenta.
Much has recently been heard of the operations of symphysiotomy, pubiotomy, and hysterotomy, and many think that these are simply rivals to classical Camsarean section. Were this so, I should not be concerned in recommending them to your consideration. They neither compete with Caesarean section nor even with each other; they are complementary operations, each with its own field of usefulness. Until this is clearlv realized it will be impossible to stay the present sacrifice of life which has resulted, and must result, from such obsolete procedures as induction of premature labour, prophylactic turning, high forceps, and perforation. It is only a matter of a few years before all these methods of delivery will be viewed with the utmost abhorrence. Not only will it be considered criminal to perforate the head of a living child, but to permit one to die because of delay in delivery or from obsolete methods will rightly be condemned. Symphysiotomy or pubiotomy is to be highly recommended when danger symptoms to mother or child arise during labour with a pelvis not smaller than 21 in. in the true conjugate.
With both delivery can be easily accomplished, with both convalescence should be uneventful, simple and painless, and with both the patient may be expected to sit up in bed on the fourteenth day, in a chair on the fifteenth day, stand and take a few steps on the sixteenth day, and walk freely from the seventeenth day. Union in both should be complete, and subsequent pregnancy, if not made easier, should be certainly not more difficult. In favour of symphysiotomy is the fact that no special instruments are required and haemorrhage is not severe, whilst pubiotomy gains by reason of its greater simplicity and diminished liability to injury of the bladder. Particularly is this so when the subcutaneous method of Professor Bumm is employed. My personal experience of these operations is covered by eight casestwo symphysiotomies, five pubiotomies after the manner described by Professor Doderlein, and one subcutaneous pubiotomy. It is of this latter that I particularly want to speak, for in it I feel that we at last possess a plan so simple, and so safe in technique, that we are justified in recommending it for adoption by the general practitioner as a means of successful delivery in obstructed labour.
THE OPERATION.
The patient is placed in the cross-bed position, shaved, and disinfected. The vagina is tightly plugged with pledgets of sterile cotton wool wrung out in weak lysol solution. This is an important step in the operation. The rugae of the vaginal wall are smoothed out, making the action of the antiseptic more efficient. But its most useful action is dilatation of the vagina, which permits ready and rapid delivery without fear of extensive tears of the soft parts. This plug remains in place about half an hour whilst the preparations for the operation are finished and the anaesthetic is given.
The operator, seated between the patient's legs, which are allowed to hang down, removes the plug, douches the vagina, and empties the bladder. The site of puncture should be on the skin outside the labium majus. Without any preliminary incision the needle is-plunged down to the under-surface of the pubes. A finger in the vagina guides its further progress. The needle is made to hug the back of the pubes until it emerges on the abdomen just above the pubes and I in. to 3 in. to the side of the symphysis. A Gigli saw is hooked on to the needle and pulled through the wound when the needle is withdrawn. The bone is now divided in the usual manner, without any laceration of the soft parts. This is surprising, for without experience of the operation one would be inclined to believe that laceration would be severe. The faGt is that the soft tissues cling so tightly to the saw that they move with it as the bone is being severed. A finger placed on the front of the pubes gives imiimediate warning of the severance of the bone. An assistant at either side of the patient prevents the pelvis springing apart too suddenly. Labour may be terminated immediately by forceps or version, or the patient may be allowed to deliver herself naturally, provided the child's life is not in danger. The haemorrhage which spouts from the punctures when the saw is removed is easily controlled by digital pressure. After the third stage is completed a compress of gauze is the only dressing required. The binder is applied as usual, and, to give greater support, a broad canvas belt is placed on the outside of the binder around the trochanters. A navvy's belt answers the purpose admirably.
The patient is turned from side to side in twelve hours and can turn herself on the third day. On this day the bowels should be moved; for this the patient is elevated on to the bed-pan by the binder. This raising causes no pain, and the patient is always lifted in this manner when the draw-sheet is renewed. When the binder is to be changed it is slipped into the hollow of the back, the patient is raised by the belt, and a new binder laid under her. The belt is then slipped up and taken out, the patient raised by the binder, and the belt replaced outside the binder as before. The wound is completely healed within two or three days, and it is impossible to find the puncture-marks after a short time.
In performing Voderlein's pubiotomy there is greater fear of rinfection, as a compound fracture is produced; therefore asepsis should be thorough and complete here, as in all obstetrical operations. The incision over the pubes should be vertical, not horizontal. In this way the ligaments are severed and free access to the bone obtained. The bladder should be separated by pressing a gloved finger through this wound. The needle should be made to hug the bone as closely as possible and to emerge outside the labium majus. In both these operations more than one saw should be provided, as they are liable to break.
The technique of symphysiotomy is too well known to need description. There are only a few points to which I desire to call attention. The incision, not longer than 1 in., should be made on the abdomen above the pubes down to the symphysis. This incision completely obviates the danger of hmorrhage or injury to the urethra. The gloved finger is pushed into this wound and behind the pubes, separating the bladder. With the finger in the wound, the cartilage is cut from above downwards and within outwards. The finger thus protects the bladder from injury. The sub-pubic ligament is not severed if delivery can be accomplished without it. No drainage is necessary. Subsequent treatment and convalescence are exactly the same as in Doderlein's pubiotomy, and the results are equally good.
Were these the only operations at our disposal the treatment of contracted pelvis would still be imperfect and unsatisfactory. There would be no provision for the treatment of the higher degrees of contraction when the patient is far advanced in labour; for such cases forceps and turning are quite impracticable. Perforation is not permissible if the child is alive. Symphysiotomy and pubiotomy should not be performed if the true conjugate is less than 21 in. When these cases are advanced in labour, with ruptured membranes, with the uterus retracted on the foetus, with Bandl's ring well up towards the umbilicus, indicating a marked expansion of the lower uterine segment, they are notoriouslv unsuitable for classical Cesarean section. It is precisely for these conditions that extra-peritoneal Caesarean section or hysterotomy is indicated.
At present there is an erroneous view that this operation should not be performed if there is a suspicion of the presence of sepsis. Provided the child is alive, the possibility of sepsis should not prevent the operation, for neither the general peritoneal cavity nor the cellular tissue is exposed to any extent, and no unclosed spaces are left when the operation is finished. The risk of sepsis is not increased. To my mind, the non-exposure of the peritoneal cavity and cellular tissue is the greatest advantage it possesses. Therefore, I believe that the true extra-peritoneal operation developed by Sellheim is based on wrong principles, for in it the cellular tissue is extensively exposed.
In the operation I am about to describe the intestines need never be seen. Escaping liquor amnii or blood cannot gain access to the general peritoneal cavity. There is no scar to which intestines might adhere. There is no danger of rupture of the uterus in a subsequent pregnancy. Ample room is provided for easy and rapid delivery, whilst the incision passes through a thin wall of relatively non-vascular tissue. Finally, the more advanced the labour and the more marked the lower uterine segment, the simpler becomes the operation.
With the usual aseptic precautions, a transverse incision is made from one anterior superior spine to the other, passing about 1 in. above the pubes. This incision is carried down to, and then through, the sheath of the rectus. The upper edge of the wound in the rectal sheath is separated upwards from the muscles, and the latter are divided with the handle of the knife. The transversalis fascia is then broken through and the peritoneum incised transversely. The bladder is raised, putting the vesico-uterine fold of peritoneum on the stretch. A small opening into this fold permits the passage of a finger between the uterus and bladder. On this finger the peritoneum is divided across the whole width of the vesico-uterine fold. The upper edge of the incised peritoneum is seized and separated upwards from the uterus. Its edge is then stitched to the upper edge of the transverse incision in the parietal peritoneum, to shut off the general peritoneal cavity from the field of operation, and to inclose the intestines in a bag of peritoneum. Interrupted sutures should be used, as a continuous suture causes puckering and contraction of the opening. The sutures should be placed well out to the lateral aspect of the opening, closing the angles. If this is not done communication is not shut off and fluids may enter the abdominal cavity, or the intestines may appear at the angle of the wound. It is not necessary to stitch together the two layers of peritoneum above the bladder.
The exposure of the lower uterine segment thus obtained permits easy delivery. The lower uterine segment and cervix are opened longitudinally. If the head presents, it is extracted with the left blade of the forceps and one hand. If any other portion of the child presents, it is extracted manually. The cord is clamped and cut. Time is given to allow partial separation of the placenta. During this pause a hypodermic injection of 51 gr. of ergotinin may be administered. Post-partum haemorrhage was a complication in my three cases. The placenta and membranes are removed, the uterus douched and then plugged with iodoform gauze, the end of which is pushed through the cervix into the vagina. The uterine incision is closed by interrupted catgut sutures; the free edge of the peritoneum immediately above the bladder is united by interrupted catgut sutures to the upper portion of the peritoneum from which it was originally severed. The sheath of the rectus is closed with continuous No. 3 silk sutures, and the edges of the skin-wound brought together by Michel's clamps or in any manner convenient to the operator.
To sum up, my views on the treatment of contracted pelvis are:
(1) Induction of premature labour is never advisable.
(2) Perforation is not permissible unless the child is dead.
(3) Turning should never be employed as a treatment for contracted pelvis, but may still be performed for complications of labour, such as prolapse of the cord, when associated with contractions of the first and second degree.
(4) In the greater degrees of contraction time should not be wasted in an endeavour to obtain natural delivery.
(5) On the other hand, in the lesser degrees ample time should be given the woman to enable her to deliver herself, if possible. Eight or ten hours may be necessary for the moulding of the head, and interference should not be considered until there are evidences of foetal or maternal distress. Once foetal symptoms of distress are manifested there should be no delay in delivery. Walcher's position should not be forgotten as an aid to fixation of the head.
(6) High forceps should never be applied until all arrangements are perfected for an operation to enlarge the pelvis. It is, in my opinion, a pity to proceed to the latter expedient until forceps have been tried.
tentatively. It must be confessed they occasionally accomplish their purpose under the most unexpected circumstances.
Finally, in these as in all other obstetrical operations, the best results cannot possibly be obtained if rubber gloves are not worn.
DISCUSSION.
Dr. CHAMPNEYS said that the Section was much indebted to Dr. Hastings Tweedy for his very clear and interesting paper. His oppQrtunities as Master of the Rotunda Hospital were great, and for the working out of new problems such a position gave unusual advantages. There were certain propositions in the paper which were at variance with his (the speaker's) present opinions: for instance, the absolute condemnation of the induction of premature labour. This, in suitable cases, had always seemed to him to be a good and sound proceeding, and one which had, in his hands, produced good results. He published not long ago the account of a case in which he delivered a premature child through a pelvis whose conjugate was not more than 21 in. Not only was the child now alive, but was 17 years old, healthy and bright, and earning her own living. The mother, too, was well, and had been seen by others, so that there was no doubt about the mpasurements. This was an extreme case, and he did not hold it up as a precedent. Then the results of symphysiotomy and pubiotomy related by Dr. Tweedy struck him as being exceptional. He had read of all sorts of disasters-injuries to the soft parts, to the bladder, trouble with union, and a not inconsiderable mortality, both maternal and fcetal. Moreover, the limits of their application were quite narrow. Up to the present time he had treated cases of contracted pelvis with induction of premature labour and Caesarean section, and had been well satisfied with the results. He promised, however, to give the proposals of Dr. Tweedy careful consideration. He begged again to thank him for his interesting and instructive communication.
Dr. HERMAN thought the Society was to be congratulated on having the opportunity of discussing Dr. Hastings Tweedy's able and original paper. He was interested in Dr. Tweedy's commendation of Skutsch's pelvimeter. He (Dr. Herman) had tried to use Skutsch's pelvimeter, but had not had much success with it. Possibly with more perseverance he would have come to better appreciate its value. He hoped those Fellows of the Society who were actively engaged in the teaching of midwifery would note Dr. Hastings Tweedy's remarks on this subject and endeavour to make themselves, if not already so, and their pupils, expert in the use of this valuable instrument. There were many pelvimeters with which it was easy to measure accurately the true conjugate in the dry pelvis, but when they came to apply these to the living patient they found the bladder and urethra in the way. He could not agree with Dr. Tweedy in regarding the size of the child as a factor that might be neglected. On the contrary, he thought the relative size of child and pelvis was much more important than the absolute measurements of the pelvis. Whether the child weighed 7 lb. or 10 lb. was as important as the length of the conjugate. He found it generally easy to judge of the relative size of head and pelvis by pressing the head down into the pelvis with the hands on the abdomen, although he admitted it was not always so. Dr. Tweedy mentioned as a cause of difficulty the case of an obese patient. That was so, but women during the child-bearing years were not often obese. Dr. Hastings Tweedy would have us abandon the induction of premature labour, prophylactic version, the high forceps operation, and craniotomy while the child was living. Acceptance of Dr. Hastings Tweedy's views involved acceptance of one of two propositions-either (1) that the mortality of Caesarean section was not greater than that of delivery through the natural passage; or (2) that the life of the child was to be considered before that of the mother. As to (1), the most recent collection of cases that he knew of, that of Dr. Munro Kerr, showed a mortality of about 8 per cent. As to (2), he (Dr. Herman) adhered to the old principle that the life of the mother was always to be preferred to that of the child. Dr. Hastings Tweedy put side by side the two operations for widening the pelvis-symphysiotomy and pubiotomy-as about equal in difficulty. It was evident from this that he was not acquainted with subcutaneous symphysiotomy. He spoke of an incision an inch long, and of putting the finger down behind the symphysis. In the subcutaneous method of performing symphysiotomy the only instrument needed was a small tenotomy knife, the only incision was a mere puncture, and the duration of the operation was a few seconds. He could not imagine any one acquainted with subcutaneous symphysiotomy preferring pubiotomy. The real objection to methods of widening the pelvis was that for their safe use it was necessary that the relative size of the head and pelvis should be determined with great accuracy, for dragging too large a. head through the widened pelvis led to disaster. Lastly, on one point he differed not only from Dr. Hastings Tweedy, but from most recent obstetrical writers. He did not think, as Dr. Tweedy did, that indiarubber gloves were necessary for the attainment of the best results. Puerperal fever had been banished from the General Lying-in Hospital without the use of indiarubber gloves. Lord Lister bad obtained the splendid results which convinced the world of the value of antisepsis without gloves. He (Dr. Herman) had asked persons whose occupation was such that they saw a great deal of operating and its results whether there was any diiference between the results of those surgeons who wore indiarubber gloves and those who did not; and the reply always was that they perceived no difference. In large hospitals and in West-end private practice the cost of indiarubber gloves was a trifle compared with other things. But in the modest budget of a poor midwife the cost of indiarubber gloves was a serious matter. He thought indiarubber gloves were like the carbolic spray a fashion which would pass away.
Dr. HERBERT SPENCER said the Section was much indebted to the Master of the Rotunda for his valuable and lucid paper. With much of the paper, which was based upon the large experience of Dr. Tweedy, he found himself in agreement. On the question of induction of premature labour he disagreed absolutely, and he did not think any evidence had been brought forward in favour of pubiotomy as a substitute for induction, whatever might be said for it as an emergency operation during labour at term. He was more in agreement with the views expressed by Dr. Herman and Dr. Champneys. He could not allow that induction of premature labour was an obsolete operation, or one which should be viewed with abhorrence. He had been practising induction for twenty-three years, and was more in favour of the operation than ever. He did not remember a single case in which any serious trouble occurred to the mother, who recovered quite as well as, if not better than, after a normal labour at term. The proportion of still-births was small, and, although of course a considerable number of the children did not grow up, that was largely due to want of care or absence of milk in the mothers rather than to the premature delivery. One patient on whom he had induced premature labour for contracted pelvis on six occasions had five living healthy children, who often came to see him at the hospital. She would probably have six living had not the assistant unnecessarily, and against the speaker's rule, applied forceps to deliver the head. Two days ago he had seen a lady on whom he intended to induce labour shortly for contracted pelvis with a 31 in. conjugate. He had done so in the only two previous pregnancies; -the mother was in perfect health, and the two children were as healthy and as strong as any he had seen. Seventeen years ago he had induced labour in a woman with a 3 in. conjugate, and the child had grown up a strong, hiealthy girl. There was no doubt about the size of the conjugate, for the pelvis was in his possession, the patient having recently succumbed to an operation. In view of such cases, he held strongly the opinion that induction of premature labour was an admirable operation, of a simplicity which enabled it to be carried out successfully by anv doctor, practically free from risk to the mothers, and giving fairly good results in the case of the children. In order to be successful, however, it needed to be done in the proper cases, at the proper time, and in the proper way. In his opinion the proper cases were those in which the pelvis measured not less than 3 in. in the conjugate, the proper time the thirty-fifth week or later, the proper way the bougie methlod. Champetier de Ribes's bag, which Dr. Herman and the speaker had first recommended in this country many years ago, was inferior to bougies for this purpose. With regard to Dr. Tweedy's advocacy of pubiotomy, he might say that he (the speaker) had never performed either symphysiotomy or pubiotomy, preferring induction of premature labour and Cwsarean section in the interest of the mother in clean cases. In really infected cases any operation (pubiotomy included) was attended with great risk to the mother. No one would deny that more children survive after pubiotomy than after induction of premature labour, but the important point was whether the superiority of pubiotomy in this respect was sufficient to justify the increased risk and disadvantages to the mother. He agreed with Dr. Herman that the interest of the mother should come first; in the interest of the child, and, in many cases at least, in the interest of the mother, too, Caesarean section was better than pubiotomy. Dr. Tweedy's remarks were the outcome of a personal experience of two cases of symphysiotomy and six cases of pubiotomy, of which only one was done by the subcutaneous method he recommended. He said nothing of any ill-effects on the mother, though records of such ill-effects exist in abundance. In Schlafli's1 investigation of 510 cases of pubiotomy, hinmatoma was observed in 17 per cent., severe tears in 15'4 per cent. (of these 12'5 per cent. died), simple tear of the soft parts in 18 per cent., injuries to the bladder in 12 per cent., thrombo-phlebitis in 8 per cent. Of 120 cases investigated later, hernia through the gap in the bone was found in 7 5 per cent., prolapse of the vagina in 24 per cent., chronic incontinence of urine in 4 per cent. Of the mothers, 4-9 per cent. died; of the children, 9 6 per cent. With these results v. Herff compared his own statistics of induction of premature labour-viz., in 117 cases one maternal death occurred, and 80 per cent. of the children left the clinic alive. The results of fifty-three cases of pubiotomy in Bumm's clinic were given by KroemerL in over 3 per cent. the bleeding was profuse; in five cases haematoma, oedema, and thrombi occurred. In twelve spontaneous deliveries there were three unimportant injuries of the soft parts-the bladder was injured three times by the needle, and healed spontaneously. Of the remaining forty-one women delivered artificially, there were seven injuries of the blarider or urethra-i.e., in nearly 19 per cent. of the cases the bladder or urethra was injured. In nineteen cases the soft parts were extensively torn by the bones. Only one mother died, but 54 per cent. had fever in the puerperium; 86-6 per cent. of the children survived. Moderate complaints (i miissige Beschwerden ") were made by half the patients subsequently. In five women there was weakness in retaining the urine, and in two cases incontinence remained after cure of the fistula. With results such as these, obtained in Bumm's clinic, he did not think Dr. Tweedy was justified, with a personal experience of one case, in recommending Bumm's subcutaneous pubiotomy as a safe and simple method of delivery for the general practitioner.
With regard to Dr. Tweedy's method of performing "extra-peritoneal" COesarean section (he understood that the peritoneum was opened), he asked Dr. Tweedy how long he took to deliver the child by his method. Personally he thought that rapid delivery of the child was of great importance in Caesarean section to prevent asphyxia and its consequences, and he had repeatedly delivered the child through the classical incision in one minute or one minute and a quarter from the beginning of the operation.
I v. Herff, Minch. med. Wochenschr., 1908 , lv, p. 2595 . 2 Kroemer, Berlin. k1in. TVochenschr., 1908 , xlv, p. 1044 Dr. EDEN said that he would tell the Section something of the experience they had had at Queen Charlotte's Hospital with induction of premature labour for pelvic contraction. From figures taken from the annual reports, he found that during the four years 1905-8 inclusive, 309 cases of pelvic contraction had been delivered in the hospital. Of these, 101 cases, or roughly one-third, had been dealt with by induction of premature labour. Every patient entered for admission to the hospital was examined by the junior resident medical officer, and, if he detected pelvic contraction, the case was seen by a member of the visiting staff on duty. If the latter decided upon induction, the patient was subsequently seen at intervals, and the time for inducing labour was determined by Muller's manceuvre. Personally, Dr. Eden thought that the method of Muller fulfilled all the requirements of these cases. Dr. Tweedy's chief objection to Muller's method was that with a flat pelvis the head usually entered the brim extended and that in this attitude it could not be pushed down into the brim from above by the operator. But it must be recollected that this extension was produced by the engagement of the head in the brim during labour, and he (Dr. Eden) knew of no evidence that the extended attitude was common before labour had begun. The method of induction used at Queen Charlotte's was Krause's method, and the foetal mortality of the 101 cases referred to was 13 per cent.; in this were included all infants who died before the discharge of the mother from the hospital. In five-sixths of the cases the induction was performed at, or later than, the thirty-sixth week, and the average weight of the infants at birth was 5 lb. to 5i lb. They were not allowed to leave the hospital unless their general condition was good and they were gaining weight. There was no maternal mortality. Of the cases of pelvic contraction which for one reason or another went to term, 42 were delivered spontaneously with a fcetal mortality of 4c7 per cent.; there was no doubt that this termination is the most favourable for the child. Seventy-four cases in which the conjugata vera was 3i in. or more were delivered by forceps at term. It wotld be agreed that such-cases were suitable for this method of delivery. The fcetal mortality was 18*7 per cent., and there was no maternal mortality. During the same period 35 cases of pelvic contractioni -were treated by Cesarean section, the operation having been performed in the great majority of instances before labour. The foetal mortality was 114 per cent., but two of the mothers died, so that the operation was attended by a maternal mortality of 567 per cent. It would be admitted that if-this operation was performed after the mother had been for several hours in the second stage of labour, as contemplated by Dr. Tweedy, the mortality would probably be much higher than this. The operations of symphysiotomy and pubiotomy had not been performed at all during the period under consideration. The results of induction obtained at Queen Charlotte's compared so favourably with the alternative procedures of delivery that he did not feel at all inclined to abandon the operation. And another consideration should be borne in mind. The practice of midwifery was not confined to lying-in-hospitals; the great bulk of women were confined in their own homes under the supervision of medical men who had not had the same opportunities of acquiring special experience and skill as the members of that Section. It was therefore very desirable for obstetric teachers to retain the simpler procedures as long as they yielded satisfactory results, annd to teach and demonstrate them for the benefit of their students.
Dr. GRIFFITH said that Dr. Hastings Tweedy in his paper condemned in a very definite manner, as many continental obstetricians h1iad in recent years, the British adlherence to the induction of labour in preference to the routine operation of symphysiotomy and pubiotomy which for many years have been extensively practised on the Continent, and but rarely in England. He personally was satisfied that each operation had its own sphere of usefulness and w+as not to be condemned, but he was not prepared to accept the extremlie teaching of somne obstetricians, that in all cases where the foetal head would not descend thlrouglh the brim symphysiotomy or pubiotomy was necessarily the best, and indeed the only good, method of treatment, when the contraction of the conjugate was not under 3 in. The criterion of success was to deliv-er an uninjured child capable of healthy development with the least injury to the mother. For many years he had demonstrated and practised a method for determining the probability of a child passing througlh the pelvis which he believed to be superior to Muiller's. Having ascertained the head was presenting, or by external version had made it present, he placed the patient in an arm-chair, in such a position that lher uterus -was vertical, for twentyminutes. The difterence in weight of the fmetus (a few ounces) and the liquor amnii was sufficient to cause the head to descend into the brim. So long as this happened induction was unnecessary, but whlen a period arrived when the lhead could no longer in this way enter the brim, induction should be performed, and lhe had found it generally successful. This method determined the date of induction, without any necessary reference to the exact length of the conjugate, and it was common experience that the length of the conjugate, except in extreme cases, did not determine, as Dr. Tweedy had pointed out, the difficulty of delivery. He had not unfrequently by this method been able to allow pregnancy to go to full time in cases in whiclh induction had been performed on previous occasions.
The PRESIDENT (Dr. Macnaughton-Jones) said that it required a man of considerable experience in obstetric work to venture to intrude any observations into such a debate as this, and he should not do so were it not that so many points of extreme importance were raised by the communication of Dr. Hastings Tweedy, in which he took a great interest. For some eighteen years he was very largely engaged in the practice of midwifery in public institutions and in private practice. This involved the fulfilment of public duties, either as a temporary substitute or permanent officer in eight of the nine Poor Law Dispensary Districts of Cork, with its 80,000 inhabitants, apart from his private practice. Initiating the present Cork Maternity in 1872, he had in it ten years of obstetric work. The only statistics that he had now before him were the first five years of the Maternity; and he was willing to acknowledge that he was exceptionally fortunate, for during the entire period of those eighteen years he had only two maternal deaths in difficult labour from pelvic deformity, and these occurred from sepsis after prolonged and neglected labour, before assistance was sought for. He (the President) thought that we should not run away with the idea that older methods gave us altogether such bad results. Of the 1,611 cases attended by him and his colleagues during the period he mentioned, 14 mothers died, and 64 children. There were 93 forceps cases, and 3 craniotomies, 3 eviscerations, 2 Caesarean sections, and 17 versions; a mortality of 0O8 per cent. of mothers, and 3 9 per cent. of children. Taking all the other cases, preternatural and complex, into consideration, and remembering that the majority of the women were attended in the worst of surroundings in the poorest slums of the city, when epidemics of smallpox, typhus fever, and scarlet fever were prevalent, and assistance often not sought for until far on in the labour, this did not, he thought, compare unfavourably with a similar number of cases attended under more promising conditions at the present time. For we must always recognize that classical midwifery in hospital and among the rich is one iiiatter. and that which is the outcome of emergency and in the homes of the poor a very different thing. The rules we lay down dogmatically in the one must be materially modified in the other, when we have to consider the elements contributory to mortality in the absence of the essentials of aseptic technique, proper appliances, and the previous presence of septic conditions. In those days the great gain of the Walchian position in delivery by forceps was not recognized. Modern obstetrics teach us some things clearly:
(1) That one cannot separate the character of a labour from the state of a woman's health and physical state during pregnancy.
(2) That whenever it can be secured, a careful examination of the pelvis should be made, and an estimation of its capacity and anatomical features should be arrived at; and if there be any doubt as to the relative proportions of faLetal head and diameters, this examination should be periodically repeated, especially towards the end of term. And this examination, whenever it can be availed of, should be supplemented by radiography, carried out by the double spectroscopic method, before the woman is subjected to the test of labour; it being borne in mind that the Rontgen ray is liable to cause abortion in the early months of pregnancy.
(3) That prolongation of pregnancy beyond the normal term is attended with greater risk to mother and child; a risk considerably increased if there be any abnormality of the pelvis present, and consequently no woman should be allowed to go over time if there be any degree of contraction present.
From McKerron's researches it would appear to have a bearing on the size generally of the fcetus, the circumference and ossification of the fcetal head, and morbid placental changes; while there also is, on the maternal side, loss in the abdominal power. It seemed to him to be essential that, in order to arrive at any satisfactory conclusion as to the cranial and pelvic relationships in such cases, an ancesthetic is necessary, the patient being first properly prepared and the Muller bimanual procedure adopted. He wished also to express his Atrong feeling in favour of the induction of labour within prescribed limits of deformity carefully carried out with the necessary preliminary precautions, at any time after the thirty-sixth week, according to the exigencies of the case, so as to save the mother the risks of operative procedure and give the child a fair chance. Nor did he think we should altogether aiscard, in a certain minority of cases, version as an alternative to the forceps, where the degree of contraction is not great, the presentation posterior parietal, and the turning carried out early, when the os is fully dilated and the membranes intact. There is no more dangerous interference than that of the high forceps delivery in the case of a cranium that cannot engage the brim. The day of perforation of a living child's head, he considered, had passed. In face of the obvious advantages from induction of labour, and the modern operative steps, this may be accepted as an axiom. Arising out of the discussion, he should like to express his personal feeling that he doubted if any method of pelvimetry for use in general practice superseded that of the hand and finger, carried out in the proper manner. He was pleased to see that this was the opinion expressed by Professor Jardine in his classical work on clinical obstetrics just issued from the press. It can be well assisted by Muller's bimanual method of testing the engagement of the brim, or that which Dr. Monro Kerr has described, and which is habitually carried out in the Glasgow Maternity. Though it may sometimes happen that a labour is completed naturally or by forceps which would appear to demand Caesarean section, in the face of the evidence of the favourable results from either pubiotomy, symphysiotomy, or Cesarean section, it would seem to be of supreme importance to differentiate before the last month of pregnancy, or at the earliest possible time of the labour, the case that absolutely demands operation, and which step is preferable so as to avoid many of the risks that follow after labour has progressed for any time. There will ever be a class of case distinctly within the scope of surgical interference on the one hand, or which we can without fear entrust to nature and the ordinary obstetrical aids onw the other. These cases must be left to the individual judgment of the obstetrician, and his personal skill and aptitude in the conduet of such a case, whether operative or otherwise.
He desired to convey on behalf of the Section, to Dr. Hastings Tweedy, their warmest thanks for a paper which had led to so interesting and valuable a discussion; and though in some points the speakers had differed from him, still it was by calling forth such expressions of opinion, and eliciting different views, that correct conclusions were arrived at and progress made.
Dr. HASTINGS TWEEDY, in reply, said he could not but contrast the thoughtful attitude of Dr. Champneys with Dr. Herman's uncompromising hostility in regard to the subjects under discussion. Dr. Herman's adverse criticism extended even to the use of rubber gloves, which he characterized as a passing fad. His words would have more weight if he could produce authority, personal or otherwise, for saying that they interfered with manipulative skill after having been continually used for a period extending over a few months. Dr. Herbert Spencer cited some isolated cases in which brilliant results had followed the induction of premature labour. Until accurate dates of the period of induction were available, and also the sizes of the children born, there could not be too much importance attached to these deliveries. The statistics he quoted from Professor Bumm's clinic cannot be cited as a criterion for the modern operations performed under the strict conditions indicated in Dr. Tweedy's paper, for the complications enumerated are in nearly every case preventable by a more exact technique and careful selection of cases. Professor Bumm's statistics include all the bad results obtained by himself and his assistants during the development of the operation, when experience was not sufficient to enable the operator to avoid the complications mentioned. Dr. Eden's statistics of induction of. labour at Queen Charlotte's hospital, with a foetal mortality of 13 per cent., are very much better than those obtained in other clinics, where the methods of induction do not differ from those employed by Dr. Eden. An explanation for this discrepancy will be found in the date at which labour is induced. If he waits until the thirty-fifth week or later, it is obvious that he is inducing labour in cases which would fall under the first or second degree of contraction, which in the Rotunda Hospital would be left to nature with a smaller resultant mortality than 13 per cent. In reply to Dr. Stevens, when foetal death occurs it is due either to faulty technique or to the selection of a wrong operation in a given case.
Fibroid of the Vaginal Wall.
By HENRY RuSSELL ANDREWS, M.D. R. C., AGED 47, had had thirteen pregnancies, none of which had gone further than six and a half months. The last pregnancy was seven years ago. Three years ago she noticed a lump protruding from the vagina. A plastic operation on the anterior vaginal wall was performed at a provincial hospital, but the stitches gave way during a fit of sneezing and the condition was in no way improved, and incontinence of urine was added to her discomfort. Later she was operated on in London by a general surgeon, who performed the operation of ventral fixation of the bladder. In spite of prolonged rest after this operation the swelling, which bulged into the vulva, persisted. The patient also complained of frequency of micturition, the bladder being emptied every hour. Vaginal pessaries of many sorts and sizes were tried, but with no benefit. The 
